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Abstract: This study investigated the association between black carbon (BC) exposure and hospital
admissions (HAs) and outpatient department/emergency room (OPD/ER) visits for cardiovascular
diseases (CVD) among residents of Karachi, the largest city in Pakistan. We measured daily
concentrations of BC in fine particulate matter (PM2.5) and collected records of HAs and OPD/ER
visits for CVD from 2 major tertiary care hospitals serving Karachi for 6 weeks continuously
during each quarter over 1 year (August 2008–August 2009). We subsequently analyzed daily
counts of hospital and BC data over 0–3 lag days. Daily mean BC concentrations varied from 1 to
32 µg/m3. Results suggest that BC concentrations are associated with CVD HAs and OPD/ER visits.
However, associations were generally only observed when modeled with BC from Tibet Center,
the commercial-residential site, as compared to Korangi, the industrial-residential site. Overall, low
statistical significance suggests that while BC may be a valuable indicator for CVD health risks
from combustion-derived particles, further evaluation of the constituents of PM2.5 and their relative
contributions to CVD health impacts is necessary.
Keywords: air pollution; environmental exposure; fine particulate matter; black carbon; Pakistan;
cardiovascular
1. Introduction
The unprecedented growth of urban areas worldwide is contributing to new and challenging
threats to public health and the environment. Cities that are experiencing unregulated growth struggle
to provide reliable and environmentally preferable transportation systems that their economies and
inhabitants can rely upon. In turn, concurrent increases in population and vehicular traffic have given
rise to dangerous levels of ambient air pollutants [1]. These issues are compounded by industrial
activity, energy use, inadequate infrastructure and the absence of environmental regulation, and add
to existing concerns about air quality and climate change [2]. Each year, one in every nine deaths
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worldwide are attributed to air pollution, with 4.3 million deaths linked to indoor air pollution
and 3 million to outdoor air pollution. Consequently, air pollution has become the single largest
environmental health risk factor worldwide [3,4].
Combustion of fossil fuels and biomass are significant sources of energy worldwide, and emit
substantial quantities of ambient particulate pollution [1,2]. Fine particulate mass (airborne particulate
matter with aerodynamic diameter <2.5 micrometers; (PM2.5)) has traditionally been employed in
ecological study designs to estimate the health effects of ambient air pollution in a wide geographical
area. However, a growing body of evidence has shifted attention toward evaluating the health effects
of PM2.5 constituents individually or in combination with one another, which may pose a greater risk to
health [5–7]. Black carbon (BC), often a significant constituent of PM2.5, is produced by the incomplete
combustion of carbonaceous-fuels (e.g., fossil fuels and biomass) [8,9]. There are many important
sources of BC pollution including, but not limited to, vehicles, heating and power generation, cooking
stoves, forest fires, and burning of biomass and garbage. Sources of BC vary by region and sector,
with Asia contributing approximately 40% of global BC emissions [10], and developing countries
overall contributing more than 75% of global BC emissions [11]. In East Asia, transport and industrial
use of coal are significant emitting sectors [10]. In addition to adversely impacting health, BC is
the most strongly light-absorbing constituent of PM2.5 and has a warming effect on the climate that
is substantially greater than that of carbon dioxide. BC deposited on ice and snow causes both
atmospheric warming and an increase in melting rate. Additionally, BC influences cloud formation,
regional circulation, and rainfall patterns [9].
Recent literature has demonstrated a relationship between BC from various sources and a variety
of adverse cardiopulmonary health effects and premature mortality, as well as potentially adverse
birth outcomes and neurodevelopmental effects in children [12–14]. Additionally, Janssen et al. [13,14]
concluded that BC is associated with adverse cardiopulmonary health impacts that yield higher
effect estimates per unit of mass concentration (µg/m3) compared with particulate mass, and that
BC may represent a valuable proxy for assessing the health impacts of combustion-derived ambient
air pollution. Most of the existing studies of BC and health have been carried out in Europe and
North America. However, the burden of cardiovascular (CVD) mortality is higher in low- and
middle-income countries [15], where only a limited number of studies have been conducted to examine
the relationships between ambient air pollution and adverse CVD health outcomes [14,16]. An even
smaller fraction of studies have examined associations between ambient air pollution and adverse
CVD health outcomes in developing nations of southeast Asia [17], where approximately one quarter
of the global ambient air pollution-related deaths occur [3].
Presently, there is a knowledge gap regarding the extent of these impacts in urban centers in
southeast Asian countries. In our previous study, we measured PM2.5 at two sites in Karachi, and
performed time-series analyses which showed evidence of positive associations between ambient
PM2.5 and CVD in Karachi [18]. Elsewhere we also evaluated the distribution of PM2.5 constituents in
Karachi and their temporal trends, as well as their association with CVD morbidity [19]. The present
study is based on a previously published Master’s thesis [20], and is the first study to examine the
short-term associations between ambient BC and CVD among individuals residing within a Pakistani
megacity. This study is among the few to report on the growing concern over consequences for health
of combustion-derived particulate pollution.
2. Materials and Methods
2.1. Study Site
Situated along the Arabian Sea, Karachi is the largest city (area = 3527 km2) in Pakistan.
Karachi’s estimated population of 20 million inhabit 5 five densely populated sub-districts, which
are comprised of 18 towns. Karachi is considered a premier hub for economic activity, including
industrial, manufacturing, and trade activities. Karachi’s climate is subtropical, with distinct fall
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(October–December), winter (January–March), spring (April–June), and summer (July–September)
seasons. Annual average rainfall is approximately 170 mm, and annual mean temperature is 30 ◦C.
Monsoon seasons bring strong west and southwesterly airflows of marine air, whereas during winter
months the wind direction is predominately east and north-east.
2.2.Outcome Definition and Measurement
During the period of August 2008 to August 2009, we recorded daily visits of all CVD patients
visiting an outpatient department (OPD), emergency room (ER), and/or admitted to the hospital
(HA) from two major hospitals in Karachi: Aga Khan University (AKU) and National Institute of
Cardiovascular Diseases (NICVD). These are the two major hospitals in the city to which patients
with serious CVD would come. AKU is a private hospital likely to receive higher income patients,
whereas NICVD is a specialized major tertiary care public hospital which provides CVD care to
patients of all socioeconomic strata. According to NICVD, their outpatient department provides
care to approximately 500,000 patients per year and their emergency department which is accessible
24 h a day, 7 days a week, receives and provides care to an average of 600 patients per day [21].
We collected patient information on age, gender, town of residence, date of visitation, and diagnosis
code(s). Principal diagnosis (provisional or final) was recorded from the registers and later were coded
according to ICD classification by our trained physicians at NICVD. At AKU, data was extracted
from an established hospital information management system and then coded according to ICD
classification. Most outpatients had a provisional diagnosis while most admitted patients had a final
diagnosis, as recorded by physicians. The study was approved by Ethical Review Committees of
hospital and the Institutional Review Boards of the New York State Department of Health, University
at Albany and Aga Khan University (IRB#09-063, IRB# 07-252, and 833-CHS/ERC-07).
2.2. Air Sample Collection and Data Acquisition
We collected air samples at two sites in Karachi, Pakistan. The Korangi site is a residential area
mixed with various types of heavy and light industries, including oil refineries, textile, chemical,
and tanneries. Whereas, Saddar town (Tibet Center) is a commercial-residential site which does
not have such industries. Daily (24 h) ambient air samples for PM2.5 were collected at both sites
continuously for 6 weeks during each quarter of the year between 2008 and 2009. The sampler was
comprised of a pre-weighted polytetrafluoroethylene (PTFE) filter and a pump operated at 16.7 L/min.
The filters were weighted with a microbalance (ATI CAHN, Model C-44) in a clean room. PM2.5
concentrations were calculated by using the weight difference and the recorded air volume. We used
a non-destructive dual-wavelength optical transmissometer (Model OT-21, 2007) to analyze black
carbon at wavelengths of 370 and 880 nm. We applied correction factors (k) for the effect of loading on
filters [22], (k = 0.0002 for 880-nm channel and k = 0.0037 for 370-nm channel, respectively), which were
based on aethalometer measurements conducted in Karachi during a 2-month period in 2006 [23]. More
information on PM2.5 collection and BC determination for this study are available elsewhere [18,20].
Daily mean temperature, humidity and weather conditions of Karachi was obtained from the Weather
Underground (www.wunderground.com). We maintained a strict quality assurance and control plan
throughout the study [18].
2.3. Statistical Analysis
We conducted time-series analyses (in SAS 9.2-SAS Institute Inc., Cary, NC, USA), to determine
Relative Risks (RR) of association between exposure to daily mean BC and OPD/ER visit or HA for
CVD. Analyses were stratified by the sampling sites, and were conducted to assess the influence
of age groups, gender, and season. Three age groups were selected for comparison (0–40, 41–60,
and >60 years). We also performed a separate analysis to evaluate the effect of the patient’s location of
residency on association between BC and CVD outcomes. For this analysis, each patient was assigned
the BC level measured at the site nearest to their town of residence (e.g., when town code = 08, 09,
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12, 17, exposure level equals BC measured at Korangi site). Samples with a reported measurement
error (i.e., power failure or pump malfunction) were excluded. Missing mean daily BC data were
identified and we estimated a measure for the statistical analyses by calculating an average of the
measurements of the day before and after the missing value. Data were over dispersed, therefore we
applied a negative binomial generalized linear regression and assessed for goodness of fit of the model
using Pearson residuals and deviance. We calculated mean, standard deviation, minimum, maximum,
and percentiles for BC. We adjusted for temporal trends (day of week, holidays, season, cubic splines
of study day with knots at the first sampling of each month), and meteorological variables (cubic
splines of average temperature and relative humidity). Estimates were analyzed for lag time of 0-, 1-,
2-, and 3-days between BC exposure and OPD/ER visits or HA for CVD.
3. Results and Discussion
3.1. Overview
Table 1 presents summary statistics of daily cardiovascular admissions and OPD/ER visits,
concentrations of BC, and meteorological variables during the study period. During the study period
24,124 patients visited an OPD or ER (68.6%) and 11,023 (31.4%) were admitted to a hospital due to
CVDs. Overall, there were more male hospitalizations than female, and female ER visits were higher
than for males. More information on types of CVD observed is detailed in Khwaja et al. [18]. Mean BC
concentrations monitored at Korangi (4.75 µg/m3) were higher compared to Tibet Center (2.53 µg/m3).
The minimum mean temperature was 17.2◦C and maximum was 35.6 ◦C, with an annual mean of
27.8 ◦C. The relative humidity had greater seasonal variation: annual mean relative humidity was
62.99% with a minimum of 24.0% and maximum of 90.0%.
Table 1. Summary statistics of daily cardiovascular admissions and OPD/ER visits, concentration of
BC, and meteorological variables in Karachi, Pakistan during the study.
Period
Variable (Unit) Mean SD a Min Max
Daily Count of Hospital Admissions
0 to 40 years
Male (n = 1291) 4.95 3.99 1 28
Female (n = 1251) 5.23 3.88 1 25
41 to 60 years
Male (n = 3313) 10.3 9.49 1 62
Female (n = 2254) 8.17 6.90 1 51
>61 years
Male (n = 1762) 5.44 4.50 1 31
Female (n = 1152) 4.01 3.79 1 40
Daily Count of Outpatient/Emergency Room Visits
0 to 40 years
Male (n = 2033) 7.34 6.16 1 39
Female (n = 3879) 14.37 16.16 1 96
41 to 60 years
Male (n = 5673) 18.85 15.12 1 92
Female (n = 6363) 21.35 21.55 1 134
>60 years
Male (n = 3698) 12.12 7.87 1 43
Female (n = 2478) 8.29 5.83 1 32
Daily Pollutant and Meteorological Measurements
BC (µg/m3, Korangi) 4.75 4.47 0.01 31.1
BC (µg/m3, Tibet Center) 2.53 1.43 0.07 8.15
Maximum Temperature (◦C) 31.97 4.90 21.7 58.9
Mean Temperature (◦C) 27.72 4.60 17.2 35.6
Minimum Temperature (◦C) 23.51 5.29 10. 30
Maximum Humidity (%) 80 11.61 32. 100
Mean Humidity (%) 62.99 14.20 24 90
Minimum Humidity (%) 42.61 17.67 6 78
Maximum Pressure (Hg) 29.83 0.25 29.4 31.4
Mean Pressure (Hg) 29.76 0.20 29.4 30.1
Minimum Pressure (Hg) 29.71 0.20 29.3 30.1
a Standard deviation.
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3.2. Daily Mean Black Carbon Concentrations
The samples obtained at the two sites were dramatically different in color, ranging from
predominately dark black a Tibet Center to light grey or brown at Korangi. Visual differences in sample
color observed in other studies are believed to represent local variation in PM sources. For example,
combustion of biomass and lignite may emit organic aerosols that appear brown or yellowish in color,
which is due in part to their light absorbing properties [8,24]. Lu et al. [19] addresses the significant
local variation in PM constituents observed at both sites.
At Tibet Center, higher daily mean BC concentrations (Figure 1) were observed during the
winter (3.39 µg/m3) and summer (3.26 µg/m3). Increased wintertime emissions from heating sources
and combustion of biomass in addition to low boundary layer heights may have contributed to
high concentrations of BC at Tibet Center. These observations are consistent with several other
studies examining BC concentrations in Karachi [23,25]. In contrast, these studies also observed better
dispersion of pollutants because of increased boundary layer heights and enriched wet deposition
during summer monsoon rainfall [26–28].
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Figure 1. Daily and mean BC concentrations (µg/m3) at Tibet Center during the study period.
At the Korangi site, concentrations of BC were higher than at the Tibet Center. We also observed
a seasonal variation in daily mean BC concentrations. However, unlike those at Tibet Center, BC
concentrations at Korangi (Figure 2) were highest in the summer (8.87 µg/m3) and spring (5.65 µg/m3),
and lowest in the winter (2.96 µg/m3) and fall (2.69 µg/m3). The maximum BC concentration measured
was 31.7 µg/m3 at Korangi site in summer. Karachi experienced several city-wide power outages
during the study period, which predominantly occurred during the summer months. Sharp increases
in BC concentrations at Korangi during summer may be attributed to the use of industrial power
generators to support the many industries and plants during the outages.
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Other studies have examined the significance of anthropogenic emissions on BC concentrations
in Karachi. Dutkiewicz et al. [23] measured daily mean BC concentrations in Karachi that ranged
from 1 to 15 µg/m3, with occasional short-term levels up to 40 µg/m3 that primarily occurred during
morning and evening rush-hour periods. A strong impact from morning vehicular traffic was observed;
however, this effect was strongly modified by meteorological conditions. Throughout the study period,
BC emissions were highest during business hours and when traffic flow was at its greatest intensity.
Bibi et al. [25] similarly observed high BC morning peaks, which they attributed to anthropogenic
activities such as traffic and industrial activities.
3.3. Cardiovascular Health Effects of Ambient Black Carbon Pollution
This is the first study to evaluate short term associations between BC and CVD in Pakistan.
The limited availability of such information and the need for improved understanding of these
associations was underscored in a recent systematic review [17] of existing studies conducted in
South Asian developing countries. Out of nine studies meeting the inclusion criteria for the review,
only one study was conducted in Pakistan. In this cross-sectional study, Sughis et al. [29] examined
associations between outdoor and indoor air pollution and blood pressure among school children in
Lahore, Pakistan, finding evidence of significantly higher blood pressure among children living in
highly polluted areas of the city [29].
Table 2 presents estimates of the relative risk (RR) and 95% confidence intervals for a 1 µg/m3
increase in BC from Tibet Center and Korangi for all patients by gender and age group for HAs and
OPD/ER visits on lag days 0, 1, 2, and 3. We observed positive associations between BC collected
at Tibet Center and HAs and OPD/ER visits, although most did not reach statistical significance.
In general, RR estimates were greater among OPD/ER visits in all age groups than for Has. We observed
the highest RR for all OPD/ER visits associated with single day lag (RR = 1.026; 95% CI, 0.992, 1.060).
We observed little association between BC from Korangi and CVD outcomes except for a few positive
RRs for hospitalizations of patients ages 0–40 and greater than 60 years (lags 1 and 3) and OPD/ER
visits of male patients in the 0–40 and 41–60 age groups (lag 1). However, we observed a statistically
significant protective effect for visits to an OPD/ER associated with lag 2 BC concentrations in Korangi.
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Table 2. Relative risk estimates (95% Confidence Intervals) by lag day (0 to 3) for all daily hospital admissions and cardiovascular outpatient department/emergency
room visits by gender and age group associated with a 1 µg/m3 increase of BC in Karachi during the study period.
Relative Risk Estimates (95% Confidence Intervals)
Pollutant All Patients Female Male 0–40 years 41–60 years >60 years
Hospital Admissions
Korangi BC
Lag 0 0.9950 (0.9829, 1.0071) 0.9906 (0.9746, 1.0069) 0.9986 (0.9811, 1.0163) 0.9892 (0.9717, 1.0070) 0.9972 (0.9761, 1.0187) 0.9939 (0.9751, 1.0130)
Lag 1 0.9975 (0.9848, 1.0103) 0.9947 (0.9773, 1.0123) 0.9998 (0.9818, 1.0181) 0.9942 (0.9748, 1.0138) 0.9952 (0.9732, 1.0176) 1.0025 (0.9835, 1.0218)
Lag 2 0.9958 (0.9836, 1.0080) 1.0000 (0.9831, 1.0171) 0.9917 (0.9748, 1.0090) 0.9932 (0.9746, 1.0121) 0.9959 (0.9754, 1.0167) 0.9946 (0.9755, 1.0140)
Lag 3 0.9975 (0.9852, 1.0100) 1.0044 (0.9871, 1.0219) 0.9908 (0.9737, 1.0083) 1.0006 (0.9824, 1.0191) 0.9953 (0.9735, 1.0174) 1.0007 (0.9820, 1.0197)
Tibet Center
BC
Lag 0 1.0081 (0.9749, 1.0424) 1.0044 (0.9586, 1.0522) 1.0119 (0.9653, 1.0609) 0.9928 (0.9439, 1.0442) 1.0077 (0.9504, 1.0684) 1.0162 (0.9658, 1.0691)
Lag 1 1.0033 (0.9688, 1.0388) 1.0197 (0.9720, 1.0699) 0.9889 (0.9412, 1.0391) 1.0179 (0.9655, 1.0732) 0.9993 (0.9396, 1.0626) 0.9945 (0.9444, 1.0471)
Lag 2 0.9907 (0.9589, 1.0235) 0.9785 (0.9348, 1.0242) 0.9975 (0.9529, 1.0441) 0.9644 (0.9185, 1.0126) 0.9979 (0.9421, 1.0568) 1.0017 (0.9538, 1.0519)
Lag 3 0.9786 (0.9447, 1.0135) 1.0009 (0.9527, 1.0514) 0.9581 (0.9120, 1.0065) 0.9749 (0.9247, 1.0277) 0.9803 (0.9209, 1.0436) 0.9891 (0.9390, 1.0418)
Outpatient Department/Emergency Room Visits
Korangi BC
Lag 0 0.9916 (0.9796, 1.0039) 0.9893 (0.9710, 1.0081) 0.9942 (0.9791, 1.0096) 0.9919 (0.9676, 1.0168) 0.9900 (0.9699, 1.0105) 0.9927 (0.9788, 1.0068)
Lag 1 1.0002 (0.9875, 1.0130) 0.9963 (0.9759, 1.0170) 1.0039 (0.9888, 1.0192) 1.0001 (0.9745, 1.0262) 1.0017 (0.9803, 1.0234) 0.9972 (0.9825, 1.0119)
Lag 2 0.9837 (0.9715, 0.9961) 0.9779 (0.9588, 0.9975) 0.9893 (0.9745, 1.0045) 0.9857 (0.9619, 1.0100) 0.9790 (0.9581, 1.0003) 0.9898 (0.9759, 1.0040)
Lag 3 0.9919 (0.9803, 1.0036) 0.9912 (0.9732, 1.0096) 0.9921 (0.9780, 1.0064) 0.9997 (0.9776, 1.0223) 0.9865 (0.9668, 1.0066) 0.9937 (0.9803, 1.0073)
Tibet Center
BC
Lag 0 1.0251 (0.9909, 1.0604) 1.0340 (0.9804, 1.0905) 1.0165 (0.9754, 1.0593) 1.0227 (0.9559, 1.0940) 1.0392 (0.9829, 1.0987) 1.0023 (0.9629, 1.0434)
Lag 1 1.0255 (0.9917, 1.0604) 1.0365 (0.9837, 1.0923) 1.0125 (0.9717, 1.0551) 1.0162 (0.9522, 1.0845) 1.0422 (0.9860, 1.1016) 1.0164 (0.9760, 1.0583)
Lag 2 0.9873 (0.9555, 1.0203) 0.9810 (0.9318, 1.0329) 0.9928 (0.9537, 1.0334) 0.9893 (0.9283, 1.0544) 0.9928 (0.9403, 1.0483) 0.9860 (0.9479, 1.0259)
Lag 3 0.9966 (0.9632, 1.0309) 0.9952 (0.9442, 1.0488) 0.9971 (0.9560, 1.0398) 1.0031 (0.9387, 1.0718) 0.9927 (0.9394, 1.0489) 1.0060 (0.9649, 1.0488)
Notes: Bold = statistical significance (p < 0.05).
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We observed a slightly increased risk of CVD visits due to BC exposure from Tibet Center among
all age groups, but these risks failed to reach statistical significance. RRs were higher for OPD/ERs
patients, with the greatest risk among patients 41–60 years of age and lag 1 BC (RR = 1.042; 95% CI,
0.986, 1.102). This age group comprises a substantial proportion of the working class in Pakistan [30].
Among patients 0–40 years of age, elevated risk of hospitalization and OPD/ER visits were associated
with lag 1 and lag 0 BC concentrations from Tibet Center, respectively. Similarly, for lag 0 and lag 1 BC
concentrations from Tibet Center we observed slightly increased risks of hospitalization and OPD/ER
visits among patients greater than 60 years of age, respectively. Female patients were at greater risk of
visiting an OPD/ER and female hospitalizations and OPD/ER visits were more strongly associated
with lag 1 BC from Tibet Center. Among males, we observed the strongest association between lag 0
BC at Tibet and HAs and OPD/ER visits. We observed the greatest elevation in risk of OPD/ER visits
among females associated with lag 1 BC at Tibet Center (RR = 1.037; 95% CI, 0.984, 1.092), while the
highest risk for males occurred at lag 0 BC, (RR = 1.017; 95% CI, 0.998, 1.059).
Overall, effect estimates were greater for BC concentrations measured at Tibet Center compared
with those for BC from Korangi and those for PM2.5 from both sites [18]. While none were statistically
significant, they may indicate a slightly increased risk of CVD associated with BC or suggest that
BC is a potentially important indicator of risk for combustion-derived ambient air pollution. Risk
was greater for OPD/ER visits than HAs, with the greatest magnitude observed for single day lag
BC. Patients above 40 years of age were at greatest risk. BC concentration increased the risk of HAs
for patients 60 years and older at both sites; however, risk of OPD/ER visits were greater patients
among 40 and 60 years old. Females had a greater risk than males of visiting an OPD/ER. Female HAs
and OPD/ER visits were more strongly associated with lag 1 BC from Tibet Center, compared with
males who had the strongest association with lag 0 BC at Tibet. We saw the greatest elevation in risk
of OPD/ER visits among females associated with lag 1 BC at Tibet Center. These observations may
be explained by the influence of gender norms and gender-specific risk factors for CVD in Karachi.
Females comprise a fraction (30%) of the workforce in Pakistan, and generally spend the majority of
the day at home performing household duties on behalf of their extended family. Gender norms often
prevent women from seeking healthcare unless life-threatening [31,32]. Jafar et al. (2008) found 20%
of a population of adults 40 years of age or older in Karachi may have underlying coronary artery
disease (CAD), and observed higher risk among women than men as a result of a greater prevalence of
risk factors (e.g., diabetes, hypertension, obesity) [33]. Although residential biomass fuel use is less
common in Karachi than in rural areas of Pakistan, urban households still depend on biomass fuels.
Combustion of these fuels along with other sources contribute to significant quantities of indoor air
pollution, which women and children are disproportionately exposed to [34]. While these may help
to explain the observed elevation of risk OPD/ER visits among females in our study, data remains
limited regarding female’s exposures, the influence of gender norms, and other risk factors for CVD.
With respect to men in Karachi, Khan et al. (2007) documented a tendency among subjects (78% male)
at NICVD experiencing Acute Myocardial Infarction to delay seeking medical attention. Delayed
presentation was often a result of unwillingness to admit to experiencing a health issue and lack of
subject’s knowledge of signs and symptoms [35]. Furthermore, a dearth ambulatory transport and
its high cost has also been shown to affect presentation in Karachi and elsewhere in Pakistan [35,36]
These observed behaviors and limited awareness which affect presentation may potentially suggest
that our results are underestimating risk particularly among males.
We separately evaluated the effect of the patient’s location of residency (i.e., town code) on
associations between levels of BC and CVD outcomes. A total of 31,749 patients were successfully
matched to BC levels according to their town codes, with 9572 patients assigned BC measurements
from Korangi and 22,177 patients assigned BC measures from Tibet Center. Those with missing town
code values were excluded. Table 3 presents estimates of the relative risk (RR) and 95% confidence
intervals for a 1 µg/m3 increase in BC from Tibet Center and Korangi for all patients for HAs and
OPD/ER visits on lag days 0, 1, 2, and 3, and adjusted by town of residence closest to the BC monitoring
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site. Among patients residing near the Korangi site, we observed positive associations between BC
and HAs up to 3 lag days, with the greatest elevation of risk on lag day 1 (RR = 1.0197; 95% CI,
0.9755, 1.0659). We observed no association between Korangi BC and OPD/ER visits. Among patients
residing near Tibet Center, we observed positive associations with both HAs and OPD/ER visits
up to 2 and 3 lag days, respectively. We observed a significant positive association between second
day lag BC from Tibet Center and HAs (RR = 1.0226; 95% CI, 1.0008, 1.0448). We similarly observed
positive associations between increasing levels of BC and CVD outcomes in both analyses. However,
after adjusting for town of residence, we observed stronger associations between BC from Korangi
and CVD outcomes. This may suggest that neighborhood and community BC exposures are more
important than city-wide exposures. BC is understood to significantly vary locally as a result of
mobile sources [9]. In a developing megacity such as Karachi, there are countless BC emission sources
which may contribute to a spatially heterogeneous BC exposure risk. Greater spatial resolution of BC
concentrations and more information on social and behavioral factors are needed to understand the
likelihood and frequency of BC exposure. Furthermore, information is also needed on the relative
contributions to BC exposure of residential, neighborhood, community or city-wide emissions. Overall,
there appeared to be greater elevation of risk among patients residing near Tibet Center, likely a result
of significant motor-vehicle traffic.
Table 3. Adjusted relative risk estimates (95% CI) by lag day (0 to 3) for all daily hospital admissions
and cardiovascular outpatient department/emergency room visits associated with a 1 µg/m3 increase
of BC in Karachi during the study period. All patients were assigned exposure based on the monitoring
site closest to their town code.
Relative Risk Estimates (95% Confidence Intervals)
Pollutant Hospital Admissions Outpatient Department & Emergency Room Visits
Korangi BC
Lag 0 1.0136 (0.9875, 1.0404) 0.9545 (0.9076, 1.0037)
Lag 1 1.0197 (0.9755, 1.0659) 0.9602 (0.9118, 1.0111)
Lag 2 1.0084 (0.9851, 1.0322) 0.9658 (0.9193, 1.0147)
Lag 3 1.0089 (0.9637, 1.0562) 0.9867 (0.9456, 1.0295)
Tibet Center BC
Lag 0 1.0129 (0.9869, 1.0397) 1.0074 (0.9335, 1.0873)
Lag 1 0.9896 (0.9476, 1.0333) 1.0477 (0.9751, 1.1256)
Lag 2 1.0226 (1.0008, 1.0448) 0.9778 (0.9058, 1.0557)
Lag 3 0.981 (0.9365, 1.0275) 1.0234 (0.9444, 1.1089)
Notes: Bold = statistical significance (p < 0.05).
Other studies examining short-term associations between ambient BC concentrations and CVD
health impacts have observed similar associations. Janssen et al. [13,14] evaluated the epidemiological
and toxicological literature and concluded that BC is associated with adverse cardiopulmonary health
impacts that yield higher effect estimates per unit of mass concentration (µg/m3) compared with
particulate mass. Magalhaes et al. [37] performed a review of the epidemiological evidence regarding
impacts of exposure to BC on blood pressure, finding that existing evidence supports a positive
association among adults. In addition, Grahame et al. [12] conducted a review of the literature
regarding health effects of BC and concluded that there is a causal relationship between BC and
various CVD mortality and morbidity endpoints. Finally, a literature review performed by Li et al. [38],
of existing epidemiological studies of the health effects of both PM2.5 mass and BC, demonstrated
that BC may be more harmful than PM2.5 mass as well as its constituents. However, the ability to
differentiate the health effects of various constituents of PM2.5 remains a limitation.
Li et al. [38] simulated annual average BC concentrations for the year 2010 from anthropogenic
sources across the continental United States. The maximum simulated BC value in the continental
United States was 3.0 µg/m3 and the mean was 0.3 µg/m3. These concentrations are much lower than
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our observed BC concentrations in Karachi. Li et al. [38] used a risk estimate for all-cause mortality
associated with PM2.5 from Krewski et al. [39], and estimated that 13,910 (95% CI: 9419–18,391) deaths
in the United States resulted from anthropogenic BC emissions in 2010 [39]. Furthermore, they
performed a sensitivity analysis of the national BC related mortality using a BC-specific risk estimate
from Janssen et al. [13], which yielded an estimated 133,807 (95% CI: 92,259–174,523) BC-related deaths
in the United States. Karachi has among the highest levels of ambient air pollution worldwide, which is
conservatively estimated to contribute to an excess of approximately 15,000 deaths each year. Of these
excess deaths, it is estimated that approximately 5200 are due to cardiovascular mortality [40,41].
Dutkiewicz et al. [23] estimated daily emissions in Karachi varied from 14,000 to 22,000 kg of BC per
day, totaling 6.7 kilometric tons per year and 17.5 kilometric tons per year for the greater metropolitan
area. Considering the greater concentrations of BC observed in Karachi, compared with those in cities
in the developed world, research should continue to evaluate the disproportionate adverse health
effects of BC in developing countries.
We observed elevated but mostly not statistically significant effects of BC on CVD in Karachi,
with a stronger relationship between BC collected at a commercial/residential site (Tibet Center) with
substantial vehicular traffic compared to an industrial/residential site (Korangi). Existing evidence
supports that aerosols derived from combustion, and in particular traffic-related air pollution, may
be more harmful to human health compared to other particulate air pollutants [42]. Several studies
have identified vehicular traffic as one of the principal sources of atmospheric pollution in Karachi.
Dutkiewicz et al. [23] observed a BC concentration pattern in Karachi that was indicative of strong
vehicular emissions, with the highest emissions during business hours when traffic flow is highest. It is
estimated that the number of registered vehicles on the road in Karachi may exceed 2.21 million [43].
Tibet Center is located in the center of Karachi, and experiences significant motor vehicle traffic.
Approximately 300,000 vehicles pass through Tibet Center each day [44]. In a separate study, we
evaluated the relative contributions of different sources to PM2.5 mass, and concluded that particles
from the vehicular exhaust and industrial combustion were likely to be major contributors to the health
burdens due to CVD in Karachi [19]. Our findings suggest that vehicular traffic contributes significantly
to BC concentrations at Tibet Center and in turn greatly impacts CVD in Karachi. The complex
3.4. Strengths and Limitations
This study is the first to evaluate the CVD health effects associated with ambient BC concentrations
in Pakistan. Our study has many strengths as well as some limitations. We collected health data from
the largest public hospital for CVD in Pakistan in addition to another general hospital. We implemented
a rigorous study design and methodology, including ascertainment of quality hospital data. The results
were also consistent with other studies conducted in developed countries. Nonetheless a few
limitations must be considered while interpreting the results. First, air pollutant concentrations
were measured at fixed sites and served as a proxy for the personal exposure. As is the case in many
ecological study designs, the validity of the exposure assumption is impacted by several mediating
factors that were not measured in this study: Indoor and outdoor emission sources, indoor exposures,
variation of time spent indoors and outdoors, life style and smoking habits of the individual patient
and other household members (second hand smoke). We did not test a multipollutant model, and
therefore we were unable to characterize the relative contribution of other constituents of PM2.5 to CVD
risk. Additionally, while we did evaluate single day lags from 0–3 days we did not evaluate cumulative
lags. Moreover, miscoding and diagnosis of CVD events may have potentially occurred randomly
and consequently reduced the observed magnitude of risk. To overcome this limitation and diminish
misclassification of CVD outcomes, we used only primary diagnosis. We collected information from
the two hospitals only, therefore those patients who did not seek treatment or died at home were
not captured by our study. Those who came to hospitals may be considered more severe cases and
therefore the measured effect estimates may be an underestimate of the actual risk. This study did not
evaluate the prospective development of disease nor did we collect information on patient’s medical
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histories, rather we focused on the accentuation of existing CVD. Although likely negligible, we could
not differentiate between multiple hospitalizations for one patient from single hospitalizations for
several patients, and whether a patient visiting an OPD/ER became admitted to a hospital.
4. Conclusions
Our findings compliment those of previous studies, and further demonstrate the potential
importance of vehicular traffic, industrial activity, acute power shortages, and open burning of garbage
to the significant concentrations of ambient BC in Karachi. Compared with our previous evaluation of
the short-term effects of PM2.5, the elevated effect estimates per 1 µg/m3 for BC that we observed in
this study were substantially greater [18]. Effect estimates were also generally much higher for BC
collected at Tibet Center than at Korangi. We observed an elevation of risk for females, compared with
males, potentially indicating their enhanced sensitivity and/or greater exposure to BC. The greatest
number of patients were between the ages of 41–60 and were also at greatest risk of an OPD/ER
visit per 1 µg/m3 for BC. This age group comprises a substantial proportion of the working class
in Pakistan. However, individuals >60 were at greater risk of hospitalization per 1 µg/m3 for BC.
Overall, low statistical significance suggests that while BC may be a valuable indicator for CVD health
risks from combustion-derived particles, further evaluation of the constituents of PM2.5 and their
relative contributions to CVD health impacts is necessary. Nevertheless, our results suggest that
combustion-derived particulate matter, likely from vehicular traffic, at the commercial-residential Tibet
Center site potentially pose threats to CVD health in Karachi.
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